THE DIVISION OF HEALTH OF MISSOURI

No. 300
o0 | FLED APR 1 1950 STANDARD GERTIFIGATE OF DEATH Sate FiteNovo D 0 OT
{\ BIRTH NO. REG. DiISTY. NO. ﬁ_— PRIMARY REC. DIST. NO. 1000 Registrar's No ‘371
\ | PLACE OF DEATH - Z USUAL RESIDEMNCE (Where dscoased fived. If lastitutlon: raskdencs befors
b\ a. COUNTY Buchanan N a svatE Missouri b. COUNTY Euchand =t _
\ b, CITY {If outeide ¢corpurate Umits, write RURAL and give c. LENGTH Of ¢. CITY (1 outsids sorporsts limits, write RURAL acd give townshlp)
townabip)| STAY {in thia place}|} , l
TowN St. Joseph 35 yrs TOWN  St. Joseph Al
a d. FULL NAME OF (If not in hoapital or institution, give streot sddress or locatbon) d. STREET (1F tural, sive loeation) -
Q HOSPITAL OR ADDRESS . 0
3 INSTITUTION 633 Powell Street 633 Powell Stireet
ﬁ 3. NAME OF Py (mm). b. (Middle) _ ¢ (Las) 4. DATE (Month) (Dsy) (Yesn)
e {T¥pe or Print) William A Ryan DEATH Mar ch 20,1890
é 5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (o yearn| ¥ cwpim | YEAR | P GADER M wEh.
i 0 . WID(_)WED. DIVORCED (Bpecity} . | last birthdar} |Moaths ’ Days | Houwrs | Min
Male White Widowed - May 8, 1874 | 75 |
g 10a. USUAL OCCUPATION (Gwekindof woek | 10b. KIND OF BUSINESS 'OR IN-- 11. BIRTHPLACE (Btate or forelgn ocuntry) / 12, CITIZEN OF WHAT
[ donodurin{ most of working lifs, sven if retired) DUSTRY . COUNTRY?
> Moulder - locomotive Finished Material] Co. Ottawa, Illinois,
13a. FATHER'S NAME 13b. MOTHER' 5 MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
‘ James Ryan . 1 Ellen Charleston ] Nellie Ryan
i5. WAS DECEASED EVER IN U 5 ARMED FORC'F.":? 16. SOCIAL SECURITY | 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
{Yes. 0o, 0r unkoown} | (I{ yeo, cive war o7 dates of servica) NO. . '
No FRERE 491-10-1455 Miss. Blanch Ryan St. Joseph, Mo.
18. CAUSE OF DEATH ’ MEDICAL CERTIFICATION INTERVAL

BETWEEN
- ONSET AND DEATH
. Enter only onecause per 1. DISEASE OR CONDITION . " p—
line for (a}, (b}, aad (c} DIRECTLY LEADING TO DEATH* ¢, &
ANTECEDENT CAUSES .

*Thiz doer not mean

the mode of dying, such Mmmmmdb:::m, if any, gieing DUE TO (B)
« | rise Lo the above cause (a) stating
ar heart fallure, asthenda, The wndertying cauar last

ee. Jt meana the dis- . o ' ’ .
eate, injury, o compli . DUE TO {c) I/M- /JA ,4—0&.4——‘4‘ G—;«u—cf—/ ) \

tion which caused deash, | 1. OTHER SIGNIFICANT CONDITIONS ~ é[ /
)

Conditions contributing to the death but not
related to the disease or condition oxusing death.

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION - ST L s | 20, AUTOPSY?T
R TION .
o = 2 B ] ) ves [ wo
21a. ACCIDENT (Bpacity) 21b. PLACEOF INJURY ie.x..inoratocs | 2lc. (CITY, TOWN, OR TOWNSHIF) _ (COUNTY) (STATE)
D home, farm, fastory, sirest, offios bldg., sto.) - - . -

iCl
HOMICIDE | ,
21d. TIME  (Mouth) (Day) (Year) (Houwn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

. . . WHILEAT NOT WHILE| . . . .. .
INJURY = | worx AT WORK i

1 22 I hereby certify that I attended the deceased from s3- 7~ S 0, 19___ to S~ 2 2 195‘ O | that I last saio the deceased
aliveon _3~/L- 5C,. 19 and that death occurred at 28VF 5320P o, , from the cguses and en the date staled above.

2. SIGNATURE * /A (Degres or ttle) | 23, ADDRESS Wizx SIGNED
o' B Dz dod] VD P02 & By /o

24a, BURIAL, CREMA- | 24b. DATE 7V 24c. NAME OF CEMETERY OR CREMATORY 244, LOCATION (Qity, town, or connty) - (Smn)r

TION, REMOVALM
Hemoval A |Mar.25, 1950 | Calyary Cemetery - Atchison, Kansag.
3 ; wuu DIRE ou'a'mnu‘ruu ‘ADDREAS

DATE RECD BY LOCAL | REGISTRAR'S G
7)14.4133',/4;_5% j/g olhoun Ste.

+

WRITE'_PILJA!NLY-—USING iINFADING BLACK INE—MAKE A

aott Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or ykaas ek
* ¥k Kkk kK A kk

ent Embajmer No.

working under my personal supervisiou;

Rty .
Student ...eonserccvaraarasassrasnss vevaase Signed......... /.. o
Student Elbalnor

nsed Embalmer No... 2413 Missouris ..

P. O. Address....Sta Jdoseph, Missouriae

Note: TheaboveMUSTBESIGNEDBY'IH'EHCENSEDEMBALMERmhuOWNHANDWRITlNG (Failure to comply with
héonmmmmm&fmmmmdm)

Ifthnbpdyhnotembalmed.factahoddbewmdnbow.

LY



